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ta.2013.0Abstract Objectives: We present a rare case of absolute dysphagia after adenotonsillectomy due
to a forgotten gauze pack impacted in the esophagus.
Case report: A 9 year old girl was presented with absolute dysphagia 15 days after adenotonsil-
lectomy. The parents reported postoperative poor oral intake for semisolids which became absolute
for both solids and ﬂuids 4 days after surgery. Clinically, the only positive ﬁnding was pooling of
saliva in the hypopharynx detected by ﬂexible nasopharyngoscopy. Computerized tomography
revealed a retropharyngo-esophageal well deﬁned lesion which was suggested to be localized neck
space infection. Rigid esophagoscopy under general anesthesia was done before planned neck
exploration to surprisingly reveal an impacted gauze pack surrounded by severe esophageal inﬂam-
matory reaction.
Conclusion: Because dysphagia was attributed to adenotonsillectomy itself in this case, the diag-
nosis was delayed for about 15 days. A systematic approach for the management of progressive dys-
phagia should be considered from non-invasive to more invasive maneuvers and foreign body
option should always be borne in mind.
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Although enthusiasm for adenotonsillar surgery has signiﬁ-
cantly changed during the past few decades, adenotonsillectomyGeish Street 64, Tanta 31211,
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4.007remains one of the most commonly performed surgical proce-
dures in the pediatric population.1,2 Despite being a simple
and relatively safe procedure, adenotonsillectomy has many
complications that continue to be discussed throughout the lit-
erature.3–6 Common complications including hemorrhage,
anesthetic problems, airway obstruction, nausea, vomiting
and inadequate oral intake have been studied thoroughly.1,3,7,8
Some less commonly encountered complications such as infec-
tion, velopharyngeal insufﬁciency, nasopharyngeal stenosis,
Eagle’s Syndrome, taste disturbance, and Grisel’s syndrome
have been also described.1,9–12 However some very rare compli-
cations have been reported.2,13–17
In the context of technique description, many authors
would recommend the placement of a tonsil or adenoid spongegyptian Society of Ear, Nose, Throat and Allied Sciences.
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noid tissue to obtain hemostasis.1,18,19 Some surgeons may use
a gauze pack for this purpose.2 A throat pack also may be used
to prevent swallowing of blood and secretions around un-
cuffed endotracheal tubes and protect against leakage of air
around the tube with positive-pressure ventilation.1,20 Unlike
those placed in the tonsillar bed for hemostasis, packs in the
nasopharynx or around the endotracheal tubes are concealed
from direct visualization by the surgeon and may be unfortu-
nately forgotten and left in place. This may lead to serious con-
sequences, the most feared of which is airway obstruction after
extubation. In this article, we present a case of an esophageal
foreign body (FB) lodged for about 2 weeks in a 9 year old girl,
which turned out to be a forgotten gauze pack, as an unusual
complication of adenotonsillectomy.
2. Case report
An otherwise normal 9 year old girl was presented to our
department with severe dysphagia for both solids and ﬂuids
with regurgitation and chocking associated with any attempt
to drink. No history of fever or neck swelling was reported.
Fifteen days before presentation, the patient underwent an
uneventful adenotonsillectomy in a private clinic for recurrent
tonsillitis. The parents reported postoperative poor oral intake
for semisolids which became absolute for both solids and ﬂuids
4 days after surgery. The patient was kept on intravenous ﬂu-
ids, antibiotics with strong analgesics but she did not show
improvement and began to lose weight.
On physical examination, the patient showed general weak-
ness, drooling, low grade fever (Temp.: 37.7 C), and she was
underweight but no respiratory distress or signs of severe dehy-
dration were observed. No remarkable ﬁndings were appreci-
ated with chest and abdominal examination. Complete head
and neck examination was performed. The only positive ﬁnd-
ing was pooling of frothy saliva in the hypopharynx detected
by ﬂexible nasopharyngoscopy under local anesthesia. A wide
pore intravenous line was obtained and intravenous ﬂuid
administration of proper amount and rate was initiated to
avoid serious ﬂuid and electrolyte disturbance.Figure 1 Computed tomography scan of the superior mediasti-
num (axial view) showing a well-circumscribed lesion with
enhanced rim in close vicinity to great vessels on the left side.The patient’s laboratory investigations were within the nor-
mal ranges. White blood cell count was 6100/dl and no signif-
icant elevation of acute phase reactants was detected. Plain
chest and neck radiography did not show any abnormal ﬁnd-
ings. Because of clinical evidence of complete esophageal
obstruction, oral contrast radiographic examination was not
recommended to avoid the risk of aspiration.21 Computerized
tomography with nonionized intravenous contrast was alterna-
tively done and revealed a well-deﬁned lesion measuring
2.5 · 2 · 6 cm radiologically located in the left retropharyn-
geal–retroesophageal regions (form C5 to T2) displacing the
trachea and increasing the prevertebral space with enhancing
wall and loculi (Figs. 1 and 2). The radiology report suggested
a left retropharyngeal space infection extending to the superior
mediastinum with abscess formation. This increased the possi-
bility of localized neck space infection by gas producing organ-
isms. Although the absence of clinical or laboratory data
correlating with radiological conclusion, empirical intravenous
antibiotic therapy was initiated and the patient was prepared
for urgent esophagoscopy under general anesthesia to under-
line whether esophageal obstruction is due to intraluminal
pathology or external compression of the esophageal wall be-
fore planned surgical exploration.
Rigid esophagoscopy under general anesthesia with oro-
tracheal intubation was carried out by the senior author. A
gauze pack impacted in the cervical esophagus about 15 cm
from the upper incisors was detected, grasped and gently re-
moved with a V-shaped forceps (Fig. 3). Examination of
esophageal mucosa revealed secondary inﬂammatory reaction
and edema with areas of mucosal erosions. However, esopha-
geal perforation could not be excluded. A ﬁne-bore nasogastric
tube was inserted under endoscopic visualization, the proce-
dure was terminated, and the patient recovered smoothly.Figure 2 Coronal view of the same patient showing the lesion
extending from lower neck to superior mediastinum with notice-
able displacement of the trachea.
Figure 3 The gauze pack after extraction.
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prescribed. Oral intake was restricted and the child was strictly
monitored for tachycardia, tachypnea, fever, and chest pain in
the ﬁrst 48 h. However, the post-operative period was unre-
markable. After 4 days of nasogastric feeding and antibiotics,
a contrast study was made to demonstrate an intact esophagus
after which the nasogastric tube was removed and the oral
feeding was started while under observation. The patient did
not show any alarming sign within the ﬁrst 48 h after starting
the oral feeding and was discharged home.
3. Discussion
Foreign body ingestion is a frequent hazard in pediatric popu-
lation encountered and is treated by otolaryngologists. It is
said that about 78% of children have at least one witnessed
foreign body ingestion.22 The majority of cases seek medical
attention in the ﬁrst 24 h with typical symptoms associated
with FB impaction in the esophagus like vomiting, dysphagia,
odynophagia, drooling and/or respiratory symptoms due to
compression of the airway or microaspiration of the saliva.23
However, some studies have reported that between 5% and
30% of pediatric patients with acute esophageal foreign bodies
may be asymptomatic at presentation.24–26 Thus, with the ab-
sence of relevant history and possible inadequate esophageal
peristaltic activity to prevent retention of swallowed objects,
an FB may be retained in the esophagus for a relatively long
time.
Chronic esophageal FBs represent a challenge for clini-
cians, in terms of diagnosis and management, since they can
be presented with a clinical picture common to innumerable
conditions particularly without a witnessed event. This can
lead to a delay in management and higher risk of complica-
tions.27 Esophageal perforation may be a result of prolonged
impaction of a FB in the esophagus that would initiate an
inﬂammatory reaction which with local pressure on the esoph-
ageal wall can produce erosion of the mucosa and muscular
coat and potentially full thickness necrosis with serious conse-
quences like trachea-esophageal ﬁstula, mediastinitis or rarely
aorto-esophageal ﬁstula.28,29
Miller et al.,27 studied 522 pediatric cases of esophageal FBs
over 11 years retrospectively. Of them, 41 (8%) were deﬁned aschronic esophageal FBs. They reported that chronic esopha-
geal FBs are more frequently presented with respiratory symp-
toms rather than gastrointestinal symptoms. One of the cases
with chronic esophageal FB had a ‘‘classical’’ esophageal per-
foration while 17 cases had what they have described as ‘‘tech-
nical’’ perforations. A technically perforated esophagus is
deﬁned by meeting any one of the following criteria: (1) foreign
body erosion through the mucosal layer of the esophagus; (2)
an FB that had been walled off in either mucosal or muscular
layer of the esophagus; or (3) radiologic evidence of contrast
leaking from the esophageal lumen into a loculation or space
in the wall of the esophagus, but not extending in the
mediastinum.27
Detailed history taking, complete assessment of general
condition and thorough head and neck examination are man-
datory in all cases of suspected esophageal FBs. Among the
variety of presenting symptoms, stridor or wheezing usually
points to airway compression while drooling usually indicates
complete esophageal obstruction with the risk of aspiration.
Chest pain and fever may be worrisome regarding mediastinal
complications. Since esophageal FBs are not usually visible,
physical examination is not generally helpful in such cases.30
Radiological evaluation should be carried out after physical
examination. Sensitivity of plain chest radiographs for esoph-
ageal FBs varies from 44% to 90.8% according to the nature
of the FB.31 Contrast studies should be avoided due to risk
of aspiration and compromising subsequent endoscopy.21,32
CT scan may be another option for detecting FBs and possible
complications as well.31
Endoscopic extraction should be attempted for all esopha-
geal FBs retained for more than 24 h or with impending com-
plications.33 Open surgical intervention is required in less than
1% of cases.34
In our case, esophageal FB was iatrogenic. It seems that the
surgeon put the pack in the nasopharynx to achieve hemostasis
after adenoidectomy or around the uncuffed endotracheal tube
to prevent the air leak. Unfortunately the surgeon forgot to re-
move the pack which migrated to the upper esophagus where it
was impacted and progressively produced inﬂammation and
edema and subsequent complete esophageal obstruction. To
our best knowledge no similar case has been reported in the
literature.
Iatrogenic upper aerodigestive FBs are rare. Very few cases
have been reported in the literature and nearly all of them were
related to esophageal or gastro intestinal procedures.31,35–38
Meyer and Levine31 described a case of an iatrogenic endotra-
cheal tube retained in the esophagus for 2 weeks before diag-
nosis during which the patient has been complaining of
persistent hiccups and chest discomfort rather than dysphagia.
Relevant history with typical presentation makes early
diagnosis of esophageal FBs a relatively easy task. However,
absence of suspicious history and unusual presentation may
lead to delayed diagnosis. Interestingly, in our case the patient
had typical, gastrointestinal symptoms with clear but mislead-
ing history. Since poor oral intake is a common complication
of tonsillectomy,1 we assume that the patient was managed ini-
tially as a regular case of post-operative dysphagia. After refer-
ral to our department and subsequent radiological evaluation,
absolute dysphagia may be presumed to be due to a walled-off
inﬂammatory pathology in the esophageal wall rather than a
FB impaction which was not on the top of the list of differen-
tial diagnosis due to unusual clinical scenario and the absence
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the esophagus.
Although unexpected endoscopic ﬁndings, it seems that fol-
lowing the stepwise algorithmic approach for underlining the
cause of dysphagia in this case and doing endoscopy before
rushing to open surgical approach were the key for proper
diagnosis and avoiding unnecessary surgery with signiﬁcant
morbidity, potential complications and long hospital stay.
Incidence of esophageal perforation with FBs is fortunately
around 1% for which the removal of FB, enteric feeding and
antibiotics are recommended specially with chronic ‘‘techni-
cal’’ perforations like in our case.27,29
4. Conclusion
This is a report of unique case. The patient had an iatrogenic
esophageal FB after a surgical procedure relatively away from
the site of impaction of the FB. Because symptoms were attrib-
uted to the surgery itself, the diagnosis was delayed for about
15 days. Many lessons can be emphasized here. A surgeon
should check and double-check packs and instruments he used.
A systematic approach for the management of dysphagia
should be considered from non-invasive to more invasive
maneuvers and FB option should be always in mind with acute
complete esophageal obstruction. Radiological ﬁndings should
be correlated to clinical data before decision making to gain
the maximum beneﬁt from diagnostic imaging in decision
making.
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